T he concept of the ''end result'' can properly be ascribed to E. Armory Codman [7] . In 1918 Codman, while reporting the outcomes of ovarian cancer, noted, ''My hobby for looking up end results has led me to some pleasant surprises in this type of case, for I find 5 cases still alive after periods of sixteen, eight, three, two, and one year respectively. Nature has been in the main responsible for these miracles, but I believe that certain principles of treatment have helped'' [2] . The concept of longer term followup to evaluate patients was a novelty at the time, and Codman encountered no small amount of (unjustified) criticism for his approaches, although one wonders how much of the criticism was aimed at his sometimes controversial personality rather than his encouragement of following patients [7] . In fact, most of Codman's ''end results'' [3] would not be considered long-term today, where we consider following patients decades rather than years. And, his ''end results'' typically referred to the last followup, not truly an end result. However, there is little question recognition for the need for followup can be more ascribed to Codman than any other individual.
Codman also established the first registry, as a result of a gift of $1000 in 1919 from the grateful family of a patient with bone sarcoma [7] . Codman, Ewing, and Bloodgood presented their idea of a Registry of Bone Sarcoma to the American College of Surgeons at their annual meeting in Philadelphia in 1921. The College was impressed and provided an additional $8000 for the research on bone tumors. While the registry was slow to develop, Codman had a systematic approach to the desirable data.
Codman's registry allowed the answers to certain questions, but as with all subsequent registries, was necessarily limited by practicality: detailed information on the functional outcomes of treatments could not be discerned. There was, however, a growing recognition of the need for more systematic means of assessing patients. Perhaps the first to describe such a method in orthopaedic surgery was Robert Merle d'Aubigné who, along with his colleagues Jean Cauchoix and Jacque Odilon Ramadier, in 1949 described a rating scheme to systematize the collection and reporting of data relevant to the function of the patient [1] .
Subsequent authors used various other schemes, one of which we highlight from the study of Emmel Table 4 ). Each of the four categories was associated with a number of criteria. It was possible a given patient would meet some criteria in one category and some in another and thus a user might find it difficult to classify that patient. Further, the categories were arbitrary, and subsequent authors would create their own categories and criteria. Later authors, notably Carroll B. Larson in 1963 [6] and William B. Harris in 1969 [5] would report their own systems, both of which were based upon functionally similar criteria as those espoused by Merle d'Aubigné and Emmel and his colleagues, but used a 100 point scale. Again, the assignment of points was arbitrary and these early schemes were based entirely upon physician observations, not those of patients. Today the science of validating such instruments has greatly advanced and we have many validated patient-generated scoring systems that undoubtedly better reflect outcomes. Nonetheless, we owe early pioneers like Codman, Merle d'Aubigné, and Emmel and his colleagues for developing key concepts and promoting more objective ways to assess patients. 
